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Bilmamak ayib deyil, oyranmamak ayibdi

Noyoa goro revaskulyarizasiya edilmalidir?

O Simptomatik sabablar ( mas. U angina pektoris, { UC simptomlari,..)

O Prognostik sabablar (mas. § morbi-mortalite, U UC hospitalizasiya..)

Yalniz...

Isemik kardiomopatiya xastalarinda
Yuksok amaliyyat riski

Fayda-risk balansi



5.1. Revascularization

summarized in the
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2023 AHA/ACC/ACCP/ASPC/NLA/PCNA Guideline for the Goals of Revascularization

Recommendations for Revascularization
Referenced studies that support the recommendations are

Management of Patients With Chronic Coronary Disease: A
Report of the American Heart Association/American College
of Cardiology Joint Committee on Clinical Practice
Guidelines

Salim S. Viran), L. Kristin Newby, Suzanne V. Arnold, Vera Bittner, LaPrincess C. Brewer

1.

In patients with CCD and lifestyle-limiting
angina despite GDMT and with significant
coronary artery stenoses amenable to
revascularization, revascularization is recom-
mended to improve symptoms.”'’

Susan Halll Demeter, Dave L. Dixon, Willlam F. Fearon, Beverly Hess, Heather M. Johnson, Dhruy S, Kazi
Dhaval Kolte, Dharam J. Kumbhan!, Jim LoFaso, Dhruv Mahtta, Daniel B. Mark, Margo Minlssian,
Ann Marie Navar, Amit R. Patel, Mariann R. Plano, Fatima Rodriguez, Amy W. Talbot, Viviany R. Taquet|

AR LS b o

In patients ave sianificant
left main disease or multivessel disease
with severe LV dysfunction (LVEF < 35%),
CABG in addition to medical therapy is rec-
ommended over medical therapy alone to
improve survival™''

Y- e e
Recommendation

1. In selected patients with HF, reduced EF (EF
<359%), and suitable coronary anatomy, surgical
revascularization plus GDMT is beneficial to

improve symptoms, cardiovascular hospitaliza-
1-8




@ ESC Europesn Heart journsl (2018) 00, 1-946 ESC/EACTS GUIDELINES

European SOCHLY doi 10 109 Dewrheartyuhy 394
of Cardology

2018 ESC/EACTS Guidelines on myocardial
revascularization

The Task Force on myocardial revascularization of the European
Society of Cardiology (ESC) and European Association for
Cardio-Thoracic Surgery (EACTS)

Developed with the special contribution of the European
Association for Percutaneous Cardiovascular Interventions (EAPCI)

Recommendations on revascularizations in patients
with chronic heart failure and systolic left ventricular
dysfunction (ejection fraction <35%)

Recommendations

In patients with severe LV systolic dysfunc-
tion and coronary artery disease suitable for
intervention, myocardial revascularization is

recommended.®'+Y

CABG is recommended as the first revas-
cularization strategy choice in patients

with multivessel disease and acceptable
| 68/81.248.255

surgical ris

What the guidelines say?

In patients with one- or two-vessel dis-
ease, PCl should be considered as an
alternative to CABG when complete

revascularization can be achieved.

In patients with three-vessel disease, PCl
should be considered based on the evalu-
ation by the Heart Team of the patient’s
coronary anatomy, the expected com-
pleteness of revascularization, diabetes
status, and comorbidities.

LV aneurysmectomy during CABG should
be considered in patients with NYHA class
AV, large LV aneurysm, large thrombus
formation, or if the aneurysm is the origin of
arrhythmias.,

Surgical ventricular restoration during
CABG may be considered in selected
patients treated in centres with

2254256257

-
expertise.




HF, LVEF >40% and SR, when at high risk of stroke and with a low
haemorrhagic risk,

12.2.2 Myocardial revascularization
Data on the benefit of myocardial revascularization in patients with
HF are limited.

STICH compared coronary artery bypass grafung (CABG) with
MT in patients with CAD, amenable by CABG. and with reduced LV
function (EF <35%). At a median follow-up of 56 months, there was
no significant difference between the CABG group and the MT group
in the rate of death from any cause, primary outcome of the trial ™
The extended follow-up report showed a significant reduction of
death in the CABG group vs. the control group (58.9% vs. 66.1%; HR
0.84; 95% C1,0.73-097; P = 0.02) over 10 years.”"' CV death and
the combined endpoint of all-cause death or hospitalization for
CV causes were also sgnificantly reduced after CABG at 10 years
of follow-up.””' Post hoc analyses of the STICH trial suggested
that neither myocardial viability, angina, nor ischaemia were refated
with outcomes after revascularization.”*"*** The Heart Failure
Revascularisation Trial (HEART) was under-powered, with only 138
of the planned BOO patients to be enrolled, and failed to show differ-
ences in outcomes between HF patients receiving CABG or MT.**

There are currently no reported RCTs comparing percutaneous
coronary intervention (PCI) with MT in patients with HFrEF,
However, the REVIVED-BCIS2 wial has finished recruitment
(ClinicalTrials. gov Identifier: NCT01920048).* There are also no
randomized studies comparing PCl with CABG as such randomized
trials excluded patients with HFrEF. In one prospective registry,
including 4616 patients with multivessel disease and HFrEF,
propensity-score matched comparisons showed similar survival
{mean follow-up 2.9 years) in PCl vs. CABG group with PCls associ-
ated with a higher risk of Mi, particularly in patients with incomplete
revascularization, and CABG associated with a higher risk of
stroke”™ A propensity-matched analysis showed a significantly
lower risk of death or major CV events in diabetic patients with LV
dysfunction and multivessel disease treated with CABG compared
with PCL** CABG was associated with better outcome than PCI
also in patients with moderate or severe LV dysfunction and left main
or complex coronary disease " >* Two meta-analyses confirmed
that CABG is associated with better outcomes, including mortality,
Ml and repeated revascularization, compared with PCl
andlor MT #%5%

Recommendations for ial revascularization in

patients with heart failure with reduced ejection
fraction

CABG should be considered as the first-choice
revasculanzation strategy, in patents suitable for
surgery, especially If they have diabetes and for
those with multivessel digagge 1417501590
Coronary revascularization should be considered
to relieve persistent symptoms of angina (or an
angina-equivalent) in patients with HFrEF, CCS,
and coranary anatomy suitable for revasculoriza-
tion, despite OMT including anti-anginal drugs.

Ins LVAD candidates needing coronary revascula-
rization, CABG should be avoided, if possible.
Caororary revascularization may be considered
0 improve outcomes in patients with HFrEF,
CCS, and coronary anatomy suitable for revas-
cularization, after careful evaluation of the indi-
widual risk to benefit ratio, including coronary <
anatomy (i.e. prosamal stenosis >90% of large

vessels, stenosis of left main or proximal LAD),

camorbidities, life expectancy, and patient’s

perspectives,

PCI may be considered as an alternative to

CABG, based on Heart Team evaluation, consid-

ering coronary anatomy, comarbidities, and sur-

peal risk

CABG = coronary artery bypass graft: CCS = chronic coronary syndeome; HFeEF
=heart failure with reduced epecton fracvor; LAD = left anterior descending
artery; LVAD = left ventricular zssist device: OMT = optimal medical therapy, PCI
= POrcUtIneous COroniry intervention

*Class of recommendation
"Level of evidence.

corrected (ie. anaemia, hyperthyroidism, arteriovenous shunts)
before proceeding to aortic valve intervention.”” An aortic valve
intervention is recommended in patients with HF symptoms and
severe, high-gradient aortic stenosis, regardless of LVEF
Management of patients with low-flow low-gradient aortic stenosis s
reported in Figure 16.°"

Intervention is recommended in patients with a life expectancy >1

CESC 2021

ESC 2021
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Extent of CAD (anatomical and/or functional)

For Left main disease with stenosis >50%.° %"

prognosis _ :
Proximal LAD stenosis >50%.¢ 82¢8.70.72

Two- or three-vessel disease with stenosis >50% with impaired LV function (LVEF <35%). a1ELOR/ML 783

Large area of ischaemia detected by functional testing (>10% LV) or abnormal invasive FFR.¢ 24278450

Single remaining patent coronary artery with stenosis >50%.°

For symptoms | Haemodynamically significant coronary stenosis® in the presence of limiting angina or angina equivalent,

with insufficient response to optimized medical therapy.® **¢*?1~%7




Recommendations Class® | Level®

It is recommended that the STS score is calculated to assess in-hospital or 30 day mortality, and in-hospital morbidity
after CABG.1 12,114,138

Calculation of the EuroSCORE |l score may be considered to assess in-hospital mortality after CABG.'"?

In patients with LM or multivessel disease, it is recommended that the SYNTAX score is calculated to assess the ana-
tomical complexity of CAD and the long-term risk of mortality and morbidity after PCI.""7~"%

136

When considering the decision between CABG and PCl, completeness of revascularization should be prioritized.'*"*'*




Right dominance

Weighting
Factor

Table 1. The SYNTAX score algorithm

Dominance

Number of lesions

Segments involved per lesion, with lesion characteristics

Total occlusions with subtotal occlusions:

a. Number of segments

b. Age of total occlusions

c. Blunt stumps

d. Bridging collaterals

e. First segment beyond occlusion visible by antegrade or
retrograde filling

f. Side branch involvement

5 Trifurcation, number of segments diseased

6. Bifurcation type and angulation

7.  Aorto-ostial lesion

8

9

RN

©ESC 2018

Severe tortuosity
. Lesion length
10. Heavy calcification
11. Thrombus
12. Diffuse disease, with number of segments



ESTIMATE OF CERTAINTY (PRECISION) OF TREATMENT EFFECT

LEVEL A

Multiple populations
evaluated*

Data derived from multiple
randomized clinical trials
or mela-analyses

LEVEL B

Limited populations
evaluated*

Data derlved from a
single randomized trial

or nonrandomized studies

LEVEL C

Very limited populations
evaluated*

Only consensus opinion
ol experts, case sludies,
or standard of care

Suggested phrases for
writing recommendations

Comparative
effectiveness phrases'

osas yol

Bure; 311

SHOULD be performed/

should

Is recommended

is indicated

Is useful/effective/beneficial

treatment/strategy A is
recommended/indicated in
preference 1o treatment B

treatment A should be chosen
over treatment B

Ehtiyat yol

SIZE OF TREATMENT EFFECT

[H
Benelit >> Risk
Additional studies with
focused ob needed
per-
p ure/administer
treatment

m Recommendation in favor
of treatment or procedure
being useful/effective

= Some conflicting evidence
from multiple randomized
trials or meta-analyses

= Recommendation in favor
of treatment or procedure
being useful/effective

= Some conflicting
evidence from single
randomized trial or
nonrandomized studies

= Recommendation in favor
of treatment or procedure
being useful/effective

= Only diverging expert
opinion, case studies,

or standard of care

is reasonable
can be useful/effective/beneficlal

Is probably recommended
or indicated

treatment/strategy A is probably
recommended/indicated in
preference to treatment B

it Is reasonable to choose
treatment A over treatment B

Son cars

may/might be considered
may/might be reasonable

usefulness/effectiveness is
unknown/unclear/uncertain
or not well established

Qapali yol

IS not
recommended
is not indicated
should not be
performed/
administered/
other

is not useful/
beneficial/
effective

potentially
harmful
causes harm
associated with
excess morbid-
ity/mortality

should not be
performed/
administered/
other



Recommendations according to extent of CAD CABG PCI

Class® | Level® | Class® | Level®

Without proximal LAD stenosis.

With proximal LAD stenosis.“®'%"137~144

Without proximal LAD stenosis.

68.70,73

With proximal LAD stenosis.

Left main disease with low SYNTAX score (0-22),%121:122.124.145-148

Left main disease with intermediate SYNTAX score (23 - 32).5%1211122.124.145-148

Left main disease with high SYNTAX score (>33).¢ 67121.122:124.146-148

jiapet

Three-vessel disease with low SYNTAX score (0-22),'9%102121.123.124.135.149

Three-vessel disease with intermediate or high SYNTAX score (>22). 102195:121:123.124.135.143

Three-vessel disease with low SYNTAX score 0=22,!02105.121.123,124.135150-157

¢ 102,105,121,123,124,135,150-157

Three-vessel disease with intermediate or high SYNTAX score (>22).
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AL 1 n

e LA L Gunay Halamova

| 0502103357
T
| ARD Aortamin koku: S _
N 20-39r 30 ::.S;:A:‘d':;:«!uarasn cepar |70
ACS Aorta gapagin agimas: 19 | LVPW Arxa Dwar 10.0
N 17:25 mm (6-11 mm) '
Szcggulaqaq. 39 EDV Son diastolk hacm
(Sab gur:;gc):tq N 70
: ESV Son sistolik hacm. x
Sag Medack  (18-25 mm) n N 13-68 ml
LVIDd Son diastolik clgir 60 EF Atim fraksiyasi 20%
{37-56mm) L | {>50-55)
LVIDs Son sistolik olgu. 46 | FS Qisalma faizi |
(17-35 mm) | % }
Mitral qapaq MC-I-11° Aortal qapaq
| Qapaq Sahasi ‘Traé'é "PHT | Qapaq Sahesi
N (4.0-803m7) N (2.0-4.0 sm%)
'EIA "0.8/0 2 | Aortal V max: 13
(mvsn)
Max Gradient: 1 Max Gradent 7
(Pmax) : (P max)
Orta Gradient ] Orta Gradient:
(Pmean P mean
Trikuspid qapaq TG Pulmonar gapaq
"Qapaq sahesi Pulmonar V max: 10
L (misn)
" Axin sursti 06 Max Gradient.
(Pmax)
Max Gradient Pulmonar artenya diametn.
(Pmax) . .
| Ona Gradent Pulmonar sistolik tazyiq' N
Pmean) :
e imisdir, sistolik funksiyas:

Serh : Sol madaciyin sistola diastolik olgiilari boy
F=20%), restriktiv tipda diastolik disfunksiyasi qeyd edilir.

Seqmentar divar harokot pozguniudu(
apeks akinetik-anevrizmatik) qeyd

Pulmonar areriya tozyiqi normaidir,

ciddi azalmigdir(LVE
Sol qulagerq va sag

Perikard boglugu tamizdir

bosluglar normaidir,
septum akinetik, batlin divarlann apikal,
edilic Mitral gapaq uclan fibrotik gqahndir.

Rengll doppler ExoKQ-da: TG-19, MG-I-I° geyd edilir.




NeoSoft, LLC

N27 W23910A Paul Rd
Pewaukee, WI 53072

suiteHEART 4.0.6
Ventricles LV rme RV mewe
Huseynov, Zaur Ejection Fraction (%) 20 51-71 33 40 - 60
Study Date Oct 17, 2023 End-Diastolic Volume Index (mi/m?) 150 57 - 105 511 48 - 112
ID 17.10.23.10;35.icb.TS.RY End-Systolic Volume Index (ml/m?) 120 14-38 341 41 -117
Age 49 years End-Diastolic Volume (mi) 249 106 - 214 84.7 77 - 201
Sex Male End-Systolic Volume (ml) 198 29-74 56.5 24 -84
Weight 60 kg Heart Rate (bpm) 84 84
Height 165 cm Cardiac Output (Vmin) 43 24
BSA 1.66 m* Cardiac Output Index (Kmin/m?) 2.56 1.43
Referred By Gonderish Stroke Volume Index (mi/m?) 305 17.0 12-52
Mass (g) 92(ED) 56 - 140
)\ MassIndex (g/m®) 56(ED) 41-81
Ventricles (Long Axis) LV rese RV e
Ejection Fraction (%) 22 56-75 55
Stroke Volume (mi) 44 4 59-119 136
End-Diastolic Volume Index (mli/m*) 118 59-99 148
End-Systolic Volume Index (ml/m?) 624 25-37 6.6
End-Diastolic Volume (mi) 198 90 - 179 246
End-Systolic Volume (ml) 153 25-66 110
M Normal W Oyskinetic Heart Rate (bpm) 89 89
[ Hypokinetic [7] Asynchronous Contraction Peak Filling Rate (ml/s) 503 79.3
L] Akinetic Peak Ejection Rate (ml/s) 416 88.0
Function Cardiac Output (Vmin) 4.0 1.2
1\ Cardiac Output Index (Vmin/m?) 2.38 0.73
Stroke Volume Index (mlim?) 268 8.2
Mass (g) 140(ED)
Mass Index (g/m?) 85(ED)



Hzkim iiciin Qeyd: Sayilan davigikliklar sol madsciyin muockardimin sol (LAD) koronar arteriva
hévzasinda vanm-kaskin marhalasinds (vanm-kaskin marhala vekunlagma tizradir) miokard infarktina
baglhdir ve revaskulyarizasivadan sonra morfo-funksional dayvisikliklsn nozars alarag  (divar
naziklasmasi, apikal anevrizma) seqmentar divar harakat giisurunun qisman barpa edilmasi distindiliir.
Digar damar hévzalarindaki miokard canli olaragq qivmstlandinlmisdir. Eevaskulvanzasiva apanla
bilar.

Sol madacikdaki kitls 3 aydan cox amala galmig (kéhna) tromb kimi qrymatlondinlmigdir.

Sol madaciyin fibroz toxumas: miokard kitlasindsn =20% (33%) toskil edir, kontrast madds
toplanmasi prossesin yarim-kaskin olmasindan ragamlar artnus ola bilar. ICD implantasivas: diistniila

balar. Qarar klinik olarag verilsin.

Iki madacik arasinda olan stroke volume-larda olan farg (LVSV=51 ml, RVSV=28 ml) mitral
requrgitasiya ila slagalandirilir. ExoKQ) 1la giyvmatlandirilmasi maslahat génilir.

Natica: Sol madacivin varim-kaskin marhalasinda infarktina bagh sistolik disfunksivasi
%ol madacivin boslugunda tromb



Klinik hal 2

Q.T. 66 yas

DM yox

HT yox

NHYA Klass llI-V
Sikayatlari:Bogulma va tangnafaslik

Miraciat sebabi:ICD ve CRT implantasiyasi ?
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Miayine ekstrasistoliyalar fonunda aparnimigdir.
Serh : Sol madaciyin sistola diastolik Siglleri bédyUmisdir, sistolik funksiyas:
ciddi azalmisdin(LVEF=18%), psevdonormal tipdo diastolik disfunksiyas: qeyd
edilir. Sol qulaqciq genisdir, sag bogluglar normaldir. Sol medeciyin qlobal
hipokineziyas: qeyd edilir. Aorta qapaq uclan fibrokalsifkdir. Pulmonar arteriya

normaldir.
tomizdir.

Rengli doppler ExoKQ-da: MG-1I%(santral). TG-1-1l geyd edilir .

Pulmonar arteriya tezyiql 50 mm Hg.s.élguldi. Perikard bosglugu

[Adr — Tahir [ Kartnémrosi = o
_Soyad: Qasimov | Tarix : 16 .03.2019
_Dogum tarixi_- 1953 $obo Kardiologiya
Cinsi [ = _Hekim . Gunay Hatamova
Mob 050 210 33 57
ARD Aortanin koku: a3 [IVS Modacikiararas: gopar: 6.0
N: 20-39mm | (6-11 mm) |
ACS Aorna qapagin agilmas:: 16 LVPW Arxa Divar: 7.0
N:17-25 mm | 1 (6-11 mm) -
Sol Quiagciq: 43 EDV Son diastolik hacm:
(20-40 mm) | N: 70-156ml o |
Sag Quiagciq: ESV Son sistolik hacm: |
Sag Modocik (18-25 mm) n N:13-66mI !
LVIDd Son diastolik Sigu: es EF Atm fraksiyas:: 18%
(37-56 mm) _ | (»50-55)
LVIDs Son sistolik olgo: | 56 FS Qisalma faizi:
(17-35 mm) | (%)
Mitral qapaq MG-n* Aortal qapaq
Qapaq Sahes! | Trace | PHT Qapaq Sahesi:
N: (4.0-6.0 sm®) | N:(2.0-4.0 sm?) L= =
E/A: 1.0/0.8 | Aortal V max: 1.1
(m/sn)
Max Gradient: | Max Gradient:
(Pmax) - - L{P max) e F —
Orna Gradient: ' i Ona Gradient:
Pmaean | (P mean)
Trikuspid qapaq TC-1-ll Pulmonar qapaq
Qapaq sahosi: Pulmonar V max: —4 1.0 o
S N AmitEn) |
Axin stret: 0.6 Max Gradient: -
= (Pmax)
Max Gradient: Pulmonar aneriya diamotri: =
(Pmax) N Oy .
Orta Gradient: Pulmonar sistolik tozyiq: l 50 mm
| (Pmean) Ha.s.




= Xostayo uraok catismazhg miialicasi (GDMT) baslanilir.

= 2 hafta sonra kontrol miiayina maslaohat bilinir.
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“ARD Aortanin koku: [ 33 VS Medaciklarar: »
R SO | I et m':;: oraras: Gopor: 6.0
ACS Aorta qapagin aciimasi: 16 [ LVPW Arxa Divar: 70
N:17-26 mm (6-11 mm)
Sol Qulaqeiq: 43 EDV Son diastolik hacm: T ~
(20-40 mm) N: 70-156ml -
Sag Qulaqciq: ESV Son sistolik hecm:
f\l DMosdoc'k (18-25 mm) n N: 13.66 mi
d Son diastolik Siga: 66 EF Aum fraksiyas::
(37-56 mm) L% (>50.55) 20 %
LVIDs Son sistolik oiga: 50 FS Qisalma faizi: o _—
17-35 mm) | (%) ]
Mitral qapaq MG-n® Aortal qapaq
‘Qapaq Sahesi Trace PHT Qapaq Sahosi:
N: (4.0-6.0 sm”) £ ) N2 (2.0-4,0 8M7)
E/A: 1.0/0.8 | Aortal V max: 14
e Am/sn)
Max Gradient: Max Gradient:
{Pmax) | (P max) |2
Orta Gradient: ] Orta Gradient:
Pmean) (P mean)
Trikuspid gapaq Pulmonar qapaq
‘Qapaq sahosi: Pulmonar V max: 1.0
(m/an) b
Axin sOroti: 0.6 Max Gradient:
{Pmax) i
o Cametri:
APmax) ]
Orta Gradient: Pulmonar sistolik tezyiq: N
(Pmean)

Muayine ekstrasistoliyalar fonunda apanlmugdlr.
Serh : Sol moadeciyin sistola diastolik digileri byUmlsdlr, sistolik funksiyas:
ciddi ualmugdlr(LVEF-zo%). psovdonormal tipde diastolik disfunksiyas) qeyd
edilir. Sol qulagciq genisdir, sagd bosgluglar normaldir. Sol medeciin global
hipokineziyas: qeyd edilir. Aorta qapaq uclan fibrokalsifkdir. Pulmonar arteriya
normaldir. Pulmonar arteriya tezyiqi normaidir. Perikard boglugu temizdir.

Rengli doppler ExoKQ-de: MG-11%santral) geyd edllir.



= Xostada medikamentoz miualicadan sonra klinik durumunda va
exokardiografiyada yaxsilasma miisahido olunur.

= Urok catismazliginin sababinin isemik vo ya nonisemik olub
olmadigini miioyyon etmok li¢iin xostoya koronar angioqrafiya
moslohot bilinir.

= 30.03.2019 tarixinda xasto koronar angioqrafiya olunur.
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= Koronar angioqrafiyada iirok ¢catismazliginin sobabinin isemik
monsali oldugu tosdiglonir. Xostonin revaskulyarizasiyadan
fayda gortilocoyi diistintiliir .

= Miokardda canli toxuma olub olmadigini miioyyon etmok ii¢iin
Kardiak MRT moslohoat bilinir.




segmentiarin divar gqalinligind

'S%-dan
isemik — geyd edilmisdir

¢Ox ahate edan kontrast madda toplanmasi — pattern

baghdir va revaskulyarizasiyadan sonra qidalandirdigi nahiyyalarin seqmentar divar harakat
quUsurun barpa edilmasi dusunulmauar.

Sayilan dayisikliklar sag koronar (RCA) arteriya hovzasinin kegirilmis transmural miokard infarktina

Sol on_enan va sol _dolanan koronar arterivanin (LAD, LCx) hovzaasinda miokard canli olarag
qiymatlandirilmisdir, revaskulyarizasiyadan sonra gidalandirdigi nahiyyalarin_seqgqmentar _divar
harakst gqusurun barpa edilmasi va sol_ madaciyin atim fraksiyasinin artmas: gozlanilir (LVEF~35-
40%6).

Hakim Gcun qeyd: Xastada sol madaciyin fibroz toxumas: miokard kitlasindan <20% (18.3%) toskil
etdiyindan, qgaflati Slumun (SCD)  birincili  profilaktikas: udg¢un ICD
revaskulyarizasiyadan sonra sol

qarariasdiniimas: maslahat gorular.

implantasiyasi
madaciyin atim fraksiyasina gore (ESC HF guidline 2016)

Mitral catismazlig-orta daracali, ExoKQ ila dayariandirilmasi masiaohat gordllr.

Dr. Yasmin RUstamova
MD, PhD



What the guidelines

say?

@ESC s sa o i S Recommendations for non-invasive imaging in patients
European Scce o109 by 34 with coronary artery disease and heart failure with
reduced ejection fraction

¥ S0
ol Cardalogy

2018 ESC/EACTS Guidelines on myocardial
revascularization

Recommendations Class Level®

The Task Force on myocardial revascularization of the European
Society of Cardiology (ESC) and European Association for
Cardio-Thoracic Surgery (EACTS)

pdon-invasive stress imaging (CMR, stress
echocardiography, SPECT, or PET) may be

consider

Developed with the special contribution of the European
Association for Percutaneous Cardiovascular Interventions (EAPCI)
al=ls el Tl }rﬂcar_

dial ischaemia and viability in patients with b
HF and CAD (considered suitable for coro-

nary revascularization) before the decision
311

©ESC 2018

on revascularization.

CAD = coronary artery disease; CMR = cardiac magnetic resonance; HF = heart
failure; PET = positron emission tomography; SPECT = single-photon emission
computed tomography.

*Class of recommendation.

Level of evidence.




ESC 2024-2025 na deyir?

ESC Chronic Coronary Syndromes 2024 vo ESC/EACTS Revascularization sonadlorinin interpretasiyasi:

“In patients with ischemic cardiomyopathy and suitable coronary anatomy, the absence
of myocardial viability should NOT preclude coronary artery bypass surgery.”

¢ Viabilits testinin rolu: Class IIb — “considered / optional” Miitloq sort deyil/Qararverici deyil [ -



» Dormanh Stentlorin Dovrays Girmoasindon Sonra Aparilan Biitiin Boyiik Randomiza
Tadgigatlar — SYNTAX, FREEDOM, NOBLE, EXCEL V3 Digarlori — Eyni Seyi
Gostarir: 5 Il 9rzinds Tokrar Revaskulyarizasiya Ehtiyaci Pc1-don Sonra CABG Ils
Miiqayisado Toxminon Iki Dafs Daha Yiiksok Qalir.

> Multivessel Diabetik Xostolordo Freedom-da 5 Il 9rzindo Reintervensiya
Ehtiyac1 PCI Qrupunda 30%, CABG Qrupunda Iss Comi 13% Olmusdur;
Syntax-da Bu Rogom 25.9%-3 Qars1 13.7%-dir. Bu, Xiisusi ilo Des-lo PCI
Dovriniin Realhigidir.

> Yoni, DES Na Qador Inkisaf Etso Da, PCI Strateqiyas1 Uzunmiiddatli Dévrdo
Xastays ‘Daha Cox Xastoxana Qapisi, Daha Cox Kateter Laboratoriyasi, Daha Cox
Reintervensiya’ Demokdir; CABG Iso Eyni Miiddatdo Xastoni Bu Dlava
Prosedurlardan Boyiik Ol¢iids Azad Edir.



CENTRAL ILLUSTRATION: Infarct Prevention Through Bypass Grafting

Percutaneous Coronary Intervention Coronary Artery Bypass Grafting

CABG provides

pirotection

arainet vncen!

occlusion through
surgical R
collateralization

occlusion

Doenst, T. et al. ] Am Coll Cardiol. 2019;73(8):964-76.




Bu, tok bir tadqiqatin fikr1 deyil: stabil CAD-do PCI-nin prognoz iistiinliiytinti
gostormoyon COURAGE/BARI2D xotti, kompleks xostolikdo PCI-CABG miigayisasi
veron SYNTAX/FREEDOM/EXCEL/NOBLE/PRECOMBAT kimi1 boyiik RCT-lorin
uzunmiiddatli miisahidalori vo onlarin meta-analizlorinin ortaq mesajidir; Doenst
review-u bu ‘boyiik sokli’ mexanizm soviyyasindo 1zah etmoyo calisir.



CABG iso carrahi kollateral dovran yaradaraq yeni miokard
infarktlarinin gqarsisini ala bilar va mahz bu mexanizmla omru
uzadir

Niya CABG omru uzadir, PKM yox?

Percutaneous coronary intervention (PCl) and coronary artery bypass grafting (CABG) are considered revascularization
procedures, but only CABG can prolong life in stable coronary artery disease. Thus, PCl and CABG mechanisms may differ.
Viability and/or ischemia detection to guide revascularization have been unable to accurately predict treatment effects of
CABG or PCI, questioning a revascularization mechanism for improving survival. By contrast, preventing myocardial
infarction may save lives. However, the majority of infarcts are generated by non-flow-limiting stenoses, but PCl is solely
focused on treating flow-limiting lesions. Thus, PCl cannot be expected to significantly limit new infarcts, but CABG may
do so through providing flow distal to vessel occlusions. All comparisons of CABG to PCl or medical therapy that
demonstrate survival effects with CABG also demonstrate infarct reduction. Thus, CABG may differ from PCl by providing
“surgical collateralization," prolonging life by preventing myocardial infarctions. The evidence is reviewed here.

(J Am Coll Cardiol 2019;73:964-76) © 2019 the American College of Cardiology Foundation. Published by
Elsevier. All rights reserved.
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Son 7 il arzindo morkozimizds ejeksiya fraksiyasi 35%-don asagi olan toxminon 400 xasto omoliyyat edilib. Bu xastolorin
95%-dan ¢oxu beating-heart, yoni ddyiinan iirok iizorinds aparilan CABG amoliyyatlar1 olub. Umumi hospital mortaliteti
bu qrupda 2%-don asagidir. Xiisusilo onu da vurgulamagq istoyirom ki, bu 400 xastonin i¢orisinds dializds olan, EF-1 20%-
nin, hatta 10—15%-1n altinda olan ¢ox agir pasiyentlor do var. Beynalxalq sertyalarda EF <35% qrupunda 30 giinliik
mortalitet adoton 4-8%, dializ xastalorinds 1s9 10—-15% civarinda gostarildiyi halda, bizim naticalar bu ragomlordan xeyli
asagidir. Bu, hom diizgiin xosto se¢iminin, hom preoperativ medikal stabilizasiyanin, hom do arterial osasli, beating-heart
corrahi texnikanin giiclinii ¢ox aydin gostorir.



PCI

Left coronary artery

Circumflex

Right coronary coronary artery

artery

Left anterior
descending
coronary

arter
Distal right v

coronary
artery

CABG

— Leftinternal thoracic
artery to left anterior
descending

Right internal thoraci
artery or radial artery

Sequential anastomosis
to obtuse marginal
land 3

FAVOURS PCI

Clinical characteristics

Presence of severe co-morbidity (not adequately reflected
by scores)

Advanced age/frailty/reduced life expectancy

Restricted mobility and conditions that affect the
rehabilitation process

Anatomical and technical aspects
MVD with SYNTAX score 0-22

Anatomy likely resulting in incomplete revascularization
with CABG due to poor quality or missing conduits

Severe chest deformation or scoliosls
Sequelae of chest radiation
Porcelainaorta?

Clinical characteristics
Diabetes

Reduced LV function (EF <35%)
Contraindication to DAPT

Recurrent diffuse in-stent restenosis

Anatomical and technical aspects
MVD with SYNTAX score 23

Anatomy likely resulting in Incomplete revascularization
with PCI

Severely calcified coronary artery lesions limiting lesion
expansion

Need for concomitant interventions
Ascending aortic pathology with indication for surgery
Concomitant cardlac surgery

LESC2018

CABG = coronary artery bypass grafting; Cx = circumfiex; DAPT = dual antiplatelet therapy; EF = ejection fraction; LAD = left anterior descending
coronary artery; LIMA = |eff internal mammary artery; LV= left ventricular; MVD = multivessel coronary artery disease; PCl = percutaneous
coraonary intervention; PDA = posterior descending artery; RA =radial artery; RIMA = right internal mammary artery; SYNTAX = Synergy between
Percutaneous Coronary Intervention with TAXUS and Cardiac Surgery.

1Consider no-touch off-pump CABG In case of porcelain aorta.



Guan et al. Journal of Cardiothoracic Surgery (2020) 15:84
https://doi.org/10.1186/s13019-020-01115-0 Journal of

Cardiothoracic Surgery

REVIEW Open Access

Short-term outcomes of on- vs off-pump ec@m
coronary artery bypass grafting in patuents

updates
wosniols ol e i Bova s oV sl el v - allli® v v
V | (Continued from previous page) 1
Results: Among the 987 screened articles, a total of 16 studies (32,354 patients) were included. A significant
S relationship between patient risk profile and benefits from OPCAB was found in terms of the 30-day mortality (odds
ratio [OR], 0.84; 95% confidence interval [Cl], 0.73-0.97; P=0.02), stroke (OR, 0.69; 95% Cl, 0.55-0.86; P =0.00),
ZI | myocardial infarction (MI) (OR, 0.71; 95% Cl, 0.53-0.96; P=10.02), renal failure (OR, 0.71; 95% Cl, 0.55-0.93; P=0.01),
7| | pulmonary complication (OR, 0.68; 95% Cl, 0.52-0.90; P=0.01), infection (OR, 0.67; 95% Cl, 049-0.91; P=0.00),
postoperative transfusion (OR, 0.25; 95% Cl, 0.08-0.84; P =0.02) and reoperation for bleeding (OR, 0.56; 95% Cl, 0.41-
0.75; P=0.00). There was no significant difference in atrial fibrillation (AF) (OR, 0.96;95%; Cl, 0.78-1.41; P=0.56) and
— | neurological dysfunction (OR, 0.88; 95% Cl, 0.49-1.57; P=0.65). 3

Conclusions: Compared with the on-pump CABG with LVD, using the'off-pump CABG is a better choice for
patients with lower mortality, stroke, M, RF, pulmonary complication, infection, postoperative transfusion and
reoperation for bleeding. Further randomized studies are warranted to corroborate these observational data.

Keywords On-pump, Off-pump, Left ventricular dysfunction, Coronary artery bypass grafting
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Indications to Anatomic

improve indications
symptoms to improve survival

Refractory angina on
medical therapy?

{vEs | wo )
l 1 YES } { NO |
| \
| X
Left d ?
(vee | { o )
4
Significant left main Multivessel CAD with
stenosis and high anatomy suitable for
anatomic complexity CAD? PCi or CABG?
© ves) o o) )
: ; Y
Suitable candidate for GOMT Ischemic cardiomyopathy
m CABG? EF $50%2
{vES | ’ { no )
(ves) (o) i
Suitable candidate for I EF >50% and
CABG? triple-vessel disease

GDMT with
or without EF <35% | |EF 35%-50
PCl %]

v

cABG
(2a)

Praktiki

GDMT with or
without PCI




ESTIMATE OF CERTAINTY (PRECISION) OF TREATMENT EFFECT

LEVEL A

Multiple populations
evaluated*

Data derived from multiple
randomized clinical trials
or mela-analyses

LEVEL B

Limited populations
evaluated*

Data derlved from a
single randomized trial

or nonrandomized studies

LEVEL C

Very limited populations
evaluated*

Only consensus opinion
ol experts, case sludies,
or standard of care

Suggested phrases for
writing recommendations

Comparative
effectiveness phrases'

osas yol

Bure; 311

SHOULD be performed/

should

Is recommended

is indicated

Is useful/effective/beneficial

treatment/strategy A is
recommended/indicated in
preference 1o treatment B

treatment A should be chosen
over treatment B

Ehtiyat yol

SIZE OF TREATMENT EFFECT

[H
Benelit >> Risk
Additional studies with
focused ob needed
per-
p ure/administer
treatment

m Recommendation in favor
of treatment or procedure
being useful/effective

= Some conflicting evidence
from multiple randomized
trials or meta-analyses

= Recommendation in favor
of treatment or procedure
being useful/effective

= Some conflicting
evidence from single
randomized trial or
nonrandomized studies

= Recommendation in favor
of treatment or procedure
being useful/effective

= Only diverging expert
opinion, case studies,

or standard of care

is reasonable
can be useful/effective/beneficlal

Is probably recommended
or indicated

treatment/strategy A is probably
recommended/indicated in
preference to treatment B

it Is reasonable to choose
treatment A over treatment B

Son cars

may/might be considered
may/might be reasonable

usefulness/effectiveness is
unknown/unclear/uncertain
or not well established

Qapali yol

IS not
recommended
is not indicated
should not be
performed/
administered/
other

is not useful/
beneficial/
effective

potentially
harmful
causes harm
associated with
excess morbid-
ity/mortality

should not be
performed/
administered/
other



9sas problem nodadir?

Heart Team-in giicli onun “kollektiv”’ olmasinda yox,
eyni elmi dili danismasindadir.

Ogor:

eyni guideline oxunur,

amma forqli sorh edilirss,

Class I 1lo Class ITa/Ilb garisdirilirsa,
“non-inferiority” “boraborlik” kimi basa diisiiliirso,

onda _ - kliniki gorar mexanizmi yox, fikir kompromisi platformasina
cevrilir.



Klinik protokollar bu barada nas deyir?

ESC vo ACC/AHA sanadlorindd a¢iq mesaj var:

> Heart Team decision-making must be guideline-based, evidence-informed, and consistent.

Yoni:

Heart Team subyektiv fikir sintezi deyil _

Eyni elmi interpretasiya iizorinds qurulmahdir _
IJks halda:

qarar reproduktiv olmur,

xastadon-xastaya dayisir,

morkazdon-markoaza forqli natica verir.



9gar bu gun tibbds siibutlu toababatdon damisirigsa, bu, klinik goararlarimizin
randomizs edilmis tadqiqatlara vo klinik protokollara ssaslanmasi demokdir. Amma
sual aciq qalir: biz bu siibutlar1 no gadar diizgiin oxuyur va eyni sdkilda sorh edirik?



oJgor Heart Team tizvlori guideline-lar1 eyni ciir anlamirsa, bu artiq
multidissiplinar garar yox, multidissiplinar fikir ayrihigidir. Beld bir
miihitds verilon gararlarin xastd ui¢ciin optimal oldugunu demoak ¢atindir



Diinon ‘ailo gorar1’ ifadosini vurguladiniz. Bu yanasmani1 Heart Team gorar1 vo guideline
Class I-II forglondirmasi olmadan totbiq etmok, prognostik iistiinliiyli olan strategiyanin
gecikmosing vo naticalarin pislosmasing sabab ola bilar.
S1z bunu hansi1 guideline ¢or¢ivosindo asaslandirirsiniz?



Ailos vo xastonin se¢imi tibbdo vacibdir, amma bunun yer1 var. Se¢im asason 0 zaman On
plana ¢ixir ki, Heart Team 1ki strategiyani eyni dorocodo mogbul saysin vo gostarislor
Class IIa/Ilb soviyyasindo olsun. Amma prognozu yaxsilasdiran Class I gostaris olan
hallarda hokimin vozifasi avvalco elmi ustiin olan yolu aydin gostormokdir; “ailo gorar1’
bunu ovoz edo bilmoz.



PCi treats the lesion, CABG treats the disease.

EBM — multivessel coronary artery disease

Stents CABG
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CENTRAL ILLUSTRATION: Pursuing Optimal Revascularization in Patients
With Multivessel Coronary Artery Disease

Pursuing Optimal Revascularization in Patients with Multivessel CAD

Multivessel PCls

Synergistic LIMA-LAD
and DES-non-LAD Lesion(s)

Moreno, P.R. et al. J Am Coll Cardiol. 2020;76(3):321-33.




BOYUMOK
arzusu uzaring
bir neca SOZ...




BOYUM®OK iiciin BOYUMBSK
XORCONG hliceyrasinin
FOLSOFQSiDIR!

EDVIN ABBEY



Xarcoang huceyrasinin boyuma
idealogiyasinin aksina...

Boyimanin bir yonu, bir maqsadi olmalidir; sadaca daha ¢cox seya
sahib olmaq deyil, daha ¢cox dayar yaratmaq arzusu dasimalidir. Yani,

boyuma suurlu vo maqgsadli oimalidir!



Xarcoang huceyrasinin boyuma
idealogiyasinin aksina...

Insan béyiidiikca 6z giiclii vo zaif taraflarini, hayatdaki yerini vo

maqsadini daha aydin dark etmalidir!



Xarcoang huceyrasinin boyuma
idealogiyasinin aksina...

Boyiimak tokabbiiroe deyil, daha ¢cox tovazokarliga sebab olmalidir!



Xarcoang huceyrasinin boyuma
idealogiyasinin aksina...

»r
- B b
RS e - s

Bilikda darinlosmak,
ruhda zoanginloasmak,

sevgida genislanmak,

mosuliyyatda yiiksalmakdir, asil BOYUMaK !I!



Indications to Anatomic

improve indications
symptoms to improve survival

Refractory angina on
medical therapy?
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: ; Y
Suitable candidate for GOMT Ischemic cardiomyopathy
m CABG? EF $50%2
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(ves) (o) i
Suitable candidate for I EF >50% and
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GDMT with
or without EF <35% | |EF 35%-50
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cABG
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Praktiki

GDMT with or
without PCI




Diizgun Tibbi Qarar

Bacariqlar

1. Texniki imkan
2. Tacruiba
3.Soxs1 ustaliq

Elmi 9saslar:
1.Randomizs edilmis

totqiqatlar Vicdan& Etika
.1 1- 1. Xastoys munasibat
2. Guideline-lar 2. Niyyot
3.Subut saviyyalori 3. Diiriistliik

(Class I, II, III)



Isemik Urak Catismazliginda
Revaskulyarizasiyada Hansi Yol?

OMT+cabg




Diqqatiniz Ucuin Tasakkir Edirik!




ESC Tovsiyalarinin Klinik Manasi

e Uygun koronar anatomiya movcuddursa
e CABG texniki baximdan miumKkiindiirs?s

e Xastd carrahi risk baximindan gobul edilondirsa

&2 Miokard viabilitasinin olmamasi CABG qoararini istisna
etmomolidir



Miokard Viabilitasi - ESC Tovsiya Saviyyosi

e Class IIb tovsiya
e Secilmis hallarda nazordon kecirila bilor
e Miitloq sort deyil

e Revaskulyarizasiya gorarinin 3sas determinanti deyil



ACC/AHA (ABS) Yanasmasi

= 2021 ACC/AHA/SCAI Revascularization Guideline:

= “Routine assessment of myocardial viability to determine the need for
revascularization in patients with ischemic cardiomyopathy is not
recommended.”



ACC/AHA Tovsiyalarinin Manasi

* Viabilita testinin rutin aparilmasi tovsiys edilmir
e Qorar asagidakilara ssaslanmahdar:

» — Koronar anatomiya

» — Sol madaciyin ejeksiya fraksiyasi

» — Klinik vaziyyat

* Viabilito yalniz secilmis hallarda slavo informasiya vera bilor



Eimi Subutlar (STICH vo STICHES)

STICH Viability Substudy:

* Viabil va qeyri-viabil miokard arasinda CABG-in sagqalim faydasinda forq
tapiimamisdir

STICHES (10 illik naticalar):

* CABG uzunmiiddotli sagqalimi artirir

e Bu fayda viabilits statusundan asih deyil



Yekun Natica (Guideline-Based)

* skemik kardiomiopatiya (LVEF <35%)
e Uygun koronar anatomiya movcuddursa

e CABG texniki vo klinik baximdan miumkiundiirs?

&2 Miokard viabilitasinin qiymatlondirilmasi macburi deyil



ESC 2024-2025 na deyir?

ESC Chronic Coronary Syndromes 2024 vo ESC/EACTS Revascularization sonadlorinin interpretasiyasi:

“In patients with ischemic cardiomyopathy and suitable coronary anatomy, the absence
of myocardial viability should NOT preclude coronary artery bypass surgery.”

¢ Viabilits testinin rolu: Class IIb — “considered / optional” Miitloq sort deyil/Qararverici deyil [ -



Bu, tak bir tadqiqatin fikri deyil: stabil CAD-ds PCI-nin proqnoz ustunlayunt
gostormayon COURAGE/BARI2D xatti, kompleks xastolikdo PCI-CABG miiqayisosi
veran SYNTAX/FREEDOM/EXCEL/NOBLE/PRECOMBAT Kkimi boyuk RCT-larin
uzunmiiddatli miisahidalari vo onlarin meta-analizlorinin ortaq mesajidir; Doenst
review-u bu ‘boyiik sokli’ mexanizm saviyyasindd izah etmaya cahisir.



PKM simptomatikdir, CABG proqgnostikdir - bunu American
College of Cardiology 6zu yazir



Son 7 il arzinde markazimizdo ejeksiya fraksiyasi 35%-doan asagi olan taxminan 400
xosto amaliyyat edilib. Bu xastalarin 95%-dan ¢coxu beating-heart, yoni doyunan urak
lizorinda aparilan CABG amaliyyatlar olub. Umumi hospital mortaliteti bu qrupda 2%-
don asagidir. Xiisusiloe onu da vurgulamaq istoayirom ki, bu 400 xastonin i¢arisindo
dializda olan, EF-i 20%-nin, hatta 10-15%-in altinda olan ¢ox agir pasiyentlor do var.
Beynalxalq seriyalarda EF <35% qrupunda 30 gunluk mortalitet adaton 4-8%, dializ
xastalarinda ise 10-15% civarinda gostarildiyi halda, bizim naticalar bu reqamlardan
xeyli asagidir. Bu, diistiniirom ki, ham diizgiin xasta seciminin, ham preoperativ medikal
stabilizasiyanin, hem da arterial asasli, beating-heart corrahi texnikanin gliciinu ¢ox
aydin gostorir.



Bu glin asas problem Heart Team-1n olub-olmamasi deyil, Heart
Team-1n eyni elmi interpretasiya uzorinds 1sloyib-1slomomaosidir



9gor bu giin tibbdos siibutlu tobabotdon danisirigsa, bu, klinik gorarlarimizin randomizo
edilmis todqiqatlara vo klinik protokollara asaslanmasi demokdir. Amma sual agiq qalir: biz
bu siibutlar1 no godar diizglin oxuyur vo eyni sokildo sorh edirik



= Q. T. 66 yas

= DM yox

= HT yox

= NHYA Klass llI-IV
Sikayatlari:Bogulma ve tangnafaslik

Miraciat sebabi:ICD va CRT implantasiyasi ?
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TRANSTORAKAL EXOKARDIOGRAFIYA

Muayine ekstrasistoliyalar fonunda apanimisdir.

Hgs.

Serh : Sol medaciyin sistola diastolik Slglilari béylmusgdir, sistolik funksiyas)
ciddi azalmisdir(LVEF=18%), psevdonormal tipde diastolik disfunksiyas: qeyd

edilir. Sol qulaqciq genigdir, sa8 bosluglar normaldir.

Sol madaciyin qlobal

hipokineziyas: geyd edilir. Aorta qapaq uclan fibrokalsifkdir. Pulmonar arteriya

normaldir.
temizdir,

Pulmonar arteriya tozyiqi 50 mm Hg.s.8lgluldl. Perikard boslugu

Rengli doppler ExoKQ-do: MG-11%(santral), TG-1-1l geyd edilir .

| Ad i Tahie Kat noémrosi -
Soyadi_: Qasimov | X 16 .03.2019
Dofum tarixi - 1953 L Kardiologiya
| Cinsi tk i . Glinay Hotamova
| Mob : 050 210 33 57
TARD Aortanin koko: 3 ) ['IVS Madacikloraras: gopor: 6.0
N: 20-39mm | | (6-11 mm)
ACS Aorna qapagin agiimas: 16 LVPW Arxa Divar: 7.0 1
N: 17-26 mm | | (6-11 mm)
Sol Qulageig: 43 EDV Son diastolik hecm: ]
(20-40 mm) | N: 70-156m1 |
Sagd Qulaqaiq: ESV Son sistolik hacm: |
Sag Medacik.  (18-25 mm) n N:13.66mi e
LVIDd Son diastolik 8igo: es EF Atm fraksiyas: 18%
(37-56 mm) ¥ ! (>50-55) s
LVIDs Son sistolik olgh: | 56 FS Qisalma faizi:
517-35 mmi | (%)
Mitral qapaq MC-1l Aortal qapaq
Qapaq Sahosi Trace PHT Qapaq Sahasi: 1
N: (4.0-6.0 sm?) i o f N (2.0-4.0 3M7) S T 58§
E/A: 1.0/0.8 | Aortal V max: 1.1
=i N0 | (m/sn) . = =
Max Gradient: Max Gradiont:
{Pmax) ! Pmax) \
Ona Gradient: Ona Gradiant: |
Pmean) - (P mean)
Trikuspid qapaq TC-I-lIl Pulmonar qapaq
"Qapaq sahasi: | Puimonar V max:
. (m/sn) LN
CAxIn suretl: 06 Max Gradient:
(Pmax) —_
Max Gradient: Pulmonar aneriya diamaetri:
(Pmax) . E - - - —
Orta Gracdient: Pulmonar sistolik tozyiq:
L (Pmean)



= Xastaya lirak catismazligi mialicasi baslanilir.

= 2 hafto sonra kontrol muayina maslahat bilinir.
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Ady : Tahir = | Karnt nédmrosi
Soyadi . Qasimov Tarix  : 30 .03.2010
_Dogum tarixi - 1963 = $oba dioloqiya ‘
Cinsi ok = Hakim Ganay Hatomova
= Mob . 050 210 33 57 |
ARD Aortanmin koki: P ) 33 TIVS Meds Warast :
N: 20-30mm j(gi :.ﬁ:‘d':;:lklotarau Gopor: 6.0
ACS Aorta qapagin agiimas:; 16 LVPW Arxa Divar: 7.0
N:17-26 m | (6-11 mm)
Sol Qulaqciq: a3 EDV Son diastolik hacm: |
(20-40 mm) N: 70-156m! 0
Sag Qulaqeiq: ESV Son sistolik hecm: | 20 /0
Sag Medecik  (18-25 mm) n | N: 13-66 mi
LVIDd Son diastolik 6iga: 66 EF Atum fraksiyas:: T20%
(37-56 mm) y | (>80.85)
LVIDs Son sistolik oigo: I'86 FS Qisalma faizi: ]
17-35 mm | (%)
Mitral qapaq MG-n Aortal qapaq
Qapaq Sahosi l Tracoe PHT Qapaq Sahoasi:
N: (4.0-6.0 sm?) e | N2 (2,0-4.0 sm7)
E/A; 1.0/0.8 | Aonal V max: [ 1.1
= = | {m/sn)
Max Gradient: Max Gradient:
 (Pmax) (P max)
Ona Gradient: Orta Gradient: —
Pmean) (P mgn)
Trikuspid qapaq Pulmonar qapaq
Qapaq sahosi: Pulmonar V max: 1.0
(misn) -
Axin sOroti: 0.6 Max Gradient:
e (Pmax) —
Max Gradient: Pulmonar anerya diametri:
(Pmax) ol il ——t
Orta Gradient: Pulmonar sistolik tezyiq: N
(Pmean)

Miayine ekstrasistoliyalar fonunda apanimigdir.
Sorh : Sol medeciyin sistola diastolik Siglleri bSyUmUsdUr, sistolik funksiyas:
ciddi azalmisdir{LVEF=20%), psoevdonormal tipde diastolik disfunksiyas: qeyd
edilir. Sol qulagciq genisdir, sag bogluglar normaldir. Sol medeclin global
hipokineziyas: qeyd edilir. Aorta qapaq uclan fibrokalsifkdir. Pulmonar arteriya
normaldir. Pulmonar arteriya tezyiqi normaldir. Perikard boglugu temizdir,

Rongli doppler ExoKQ-de: MG-11%santral) qeyd edilir .



durumunda va exokardioqrafiyada yaxsilasma musahida
olunur.

= Urak catismazliginin sababinin isemik va ya nonisemik olub
olmadigini miiayyan etmak liclin xastoya koronar
angioqrafiya maslahat bilinir.

= 30.03.2019 tarixinda xasto koronar angioqrafiya olunur.



», }. J
P = Y e ey T



= Koronar angioqrafiyada lirok catismazliginin sababinin
isemik mansali oldugu tasdiqlonir. Xastonin
revaskulyarizasiyadan fayda gorulacayi dusunulur .

= Miokardda canli toxuma olub olmadigini muayyan etmak
ucun Kardiak MRT maslahat bilinir.




segmentiarin divar galinligindan 75¢
isemik — geyd edilmisdir

2%:-gan

¢Oox ahate edan kontrast maddo toplanmasi - pattern

qusurun barpa edilmasi disuniulmair.

Sayilan dayisikliklar sag koronar (RCA) arteriya hovzasinin kegirilmis transmural miokard infarktina
baghidir va revaskulyarizasiyadan sonra qidalandirdigi nahiyyalarin seqgmentar divar harakat

Sol on_enan va sol dolanan koronar arterivanin (LAD, LCx) hovzaasinda miokard canli olarag

—

qiymatlandirilmisdir, revaskulyarizasiyadan sonra gidalandirdigi nahiyyalarin_seqmentar _divar
harakst gUsurun barpa edilmasi va sol madaciyin atum fraksiyasinin artmas: gozlanilir (LVEF~35-
40%%).

Hakim Ggun geyd: Xastada sol madaciyin fibroz toxumas: miokard kitlasindan <20% (18.3%) taskil
etdiyindan, qgaflati Slimin (SCD)  birincili  profilaktikas: 4gun ICD
revaskulyarizasiyadan sonra sol

qararilasdiriilmas: maslahat gorular.

implantasiyasi
madaciyin atim fraksiyasina gore (ESC HF guidline 2016)

Mitral catismazlhig-orta daracali, ExoKQ ila dayarlandirilmasi masiohat gordlir.

Dr. Yasmin RUstamova
MDD, PhD



Revaskulyarizasiyada fizioloji hadaflar

Disfunksional, lakin canli

ICM consists of a puzzle of pathophysiological states ~

that relate to perfusion contraction matching and mismatching




The 10-year follow-up of the SYNTAX trial
found a 40% higher mortality rate with PCI
compared with CABG in the group of
patients with triple-vessel disease.* In a
pooled analysis of individual data of 11
518 patients from 11 RCTs, Head et al
showed a mortality benefit with CABG
over PCI in patients with multivessel
disease.”® The SYNTAX score was a
significant modifier of treatment effect,
with higher scores (=33) favoring CABG.>
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